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Laparoscopic cholecystectomy in a type Va Mirizzi syndrome patient
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Abstract

Mirizzi syndrome is a rare syndrome, caused by the
compression of gall stones which may result in CBD
obstruction or fistula formation. It may sometimes present
without any prior symptoms. It has been classified into five
types by Csendes. Usually open surgical approach is
recommended for the condition, especially for Types IlI-V.
We present the case of a patient who presented with right
hypochondrial pain and was intra-operatively discovered
to have type Va Mirrizi syndrome and was managed
successfully laparoscopically.
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Introduction

Gallbladder stones is a widespread disease worldwide with
a significant economic impact. It has been reported that
gallbladder disease (GD) comprises 13% to 50% of
digestive diseases in Western countries, including the US
and Europe, and 2% to 10% in Eastern countries. Although
data from Pakistan is scarce in this regard, the prevalence
of gallstones in studies conducted locally has shown to be
from 9% to 10% of the population. Laparoscopic
cholecystectomy has become the treatment of choice for
gall bladder stones. This is due to minimal incisions, quick
post-operative recovery and short hospital stay. AlImost
80% of all cholecystectomies are performed via this
approach at present.!

Pablo Mirizzi, in 1948, first described a syndrome caused by
the compression of an impacted gall stone in the cystic
duct or gall bladder neck onto the hepatic duct resulting
in symptoms of obstructive jaundice.2 With persistent
compression there is necrosis and ulceration that produces
local inflammation leading to external compression of and
erosion in the bile duct. This leads to a fistulous
communication between the gallbladder and the bile duct.
Depending upon the extent of communication between
the two, the condition is divided into different types.3

Csendes’ classified cholecystobiliary communication into
four types depending upon the size of the fistula in relation
to the circumference of Common Bile Duct.4 This
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classification was revised with the addition of a fifth type
in 2007. The new type is a bilio-enteric fistula in which an
abnormal communication is present between the gall
bladder and bowel, usually duodenum or colon. It has been
estimated that Type V Mirizzi could co-exist in up to 29% of
patients along with other types.3

Diagnosing the condition is often difficult since there are
no pathogonomic features. The most commonly seen
findings, unsurprisingly, are obstructive jaundice and
abdominal pain. Sensitivity of different diagnostic imaging
is variable. Diagnostic sensitivity of ultrasound has been
reported to be 13%, CT scan 31%, MRCP 76%, and for ERCO
58%.5 Laparoscopic surgery is considered difficult and
hazardous in Mirizzi syndrome due to the difficulty in
dissection and loss of normal anatomy as a result of severe
inflammation, adhesions, and fistulous communication.
Most authors recommend the open approach for the
management of the condition with laparoscopic approach
being reserved only for type 1.26

We present our experience of laparoscopic management
of a type Va Mirizzi syndrome patient.

Case

A 43-year-old male presented to us in January 2021
through the OPD at the Department of Surgery, Services
Hospital, Lahore, with complaint of pain in the right upper
quadrant of the abdomen for five years. He has been a
smoker for the last 20 years. He had an episode of Covid-
19 about six months back from which he had a complete
recovery. He was diagnosed as a case of Cholelithiasis
about five years back. He had intermittent episodes of pain
in the right upper quadrant of the abdomen for the last five
years. Pain was usually aggravated after food intake and
relieved by pain medication. There were no other
associated symptoms. He was never hospitalised for this
complaint. On examination, his abdomen was soft, non-
tender and there was no palpable visceromegaly. Murphy’s
Sign was negative. His general physical examination was
unremarkable. His baseline investigations were within the
normal range showing no signs of infection, inflammation
or jaundice. Repeat ultrasound of the abdomen showed
gallbladder containing multiple stones. Preoperatively, the
diagnosis of cholelithiasis was made and Laparoscopic
Cholecystectomy was planned. Laparoscopic
Cholecystectomy was started after insertion of four ports.
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Figure-1: Fistulous (green) communication between transverse colon (blue) and
gallbladder(red) is shown.

On inspection, there was greater omentum along with
transverse colon adherent to the whole gallbladder. After
careful and gradual dissection of omentum from the
fundus of gallbladder, a fistulous communication between
transverse colon and gallbladder was noted (Figure-1). This
fistulous tract was doubly ligated with absorbable suture
and then divided (Figure-2). On further dissection of the
Calot’s triangle, a stone was seen impacted on the neck of
the gallbladder and the right hepatic artery was making a
loop (Moynihan's hump) with a short cystic artery. So,
according to Csendes classification, it was classified as
Mirizzi type Va. The cystic artery and duct were carefully
clipped and cut after securing the triangle of safety. The
gallbladder was dissected from its fossa, and Subhepatic
drain was placed. The patient was kept NPO for 48 hours
and the drain was removed after 72 hours. The patient was
discharged on the third postoperative day. Histopathology
of the gallbladder showed chronic cholecystitis with
cholelithiasis and no signs of malignancy.

Discussion
Mirizzi syndrome is a relatively rare finding during
cholecystectomy with a reported prevalence of 0.05 to 4%
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of all cases. It may present with obstructive jaundice as a
result of compression on the bile duct. Due to lack of
pathognomonic features making a pre-operative diagnosis
is often difficult. Most common symptoms reported by the
patient are pain and jaundice.3 Our patient only had pain
with no other feature on detailed history or examination.

Some patients may present with deranged liver function
tests as a result of stone compression and obstruction on
the common bile duct. Biochemical parameters of liver
function show a cholestatic pattern. Imaging studies are
commonly used in the investigation of the disease. Both
ultrasound and CT scan have been reported to have a
sensitivity of 20%-40% in the preoperative detection of the
condition. ERCP and MRCP both play an important role in
achieving the diagnosis with ERCP having interventional
benefit.6 In our case, the patient had a short history with
no abnormal features and examination and ultrasound
showed no abnormality.

There is no consensus on the management of the condition
as it varies with the type of disease, the presentation of the
patient and expertise of the surgical team. Open surgery is
usually the preferred approach. Cholecystectomy is usually
adequate for type | Mirizzi syndrome while type Il and IlI
usually require a fundus first approach with subtotal
cholecystectomy often being required due to the difficulty
associated in achieving a safe dissection at Calot’s triangle.
For type IV usually a biliary-enteric anastomosis is
required.6? Laparotomy is recommended for type V,
especially for patients with ileus.8

When laparoscopic approach is attempted a high
conversion rate has been documented. Laparoscopic
surgery is considered technically difficult, time consuming
and is associated with increased intra-operative and
postoperative complications in such patients and,
therefore, is not the current recommended standard. High
conversion and complication rates have been reported by
various authors and usually only Type 1 should be handled
with laparoscopic approach.8

Although there are a number of studies on the use of
laparoscopic surgery in Mirizzi syndrome, we were able to
find only one case report dealing with laparoscopic
management of type V. As reported in the case report, use
of tri-stapler was made first to take down the biliary-enteric
fistula followed by fundus first approach to perform sub-
total cholecystectomy.? We made use of endo-loop to
divide the fistulous tract as, in our case, it was a long and
narrow tract, followed by careful dissection and were able
to achieve clear anatomy at Calot’s triangle.

The rate of complications reported after laparoscopic
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cholecystectomy in Mirizzi syndrome patients vary.2 The
patient had an uneventful course and was discharged on
the day after surgery. He remained on follow-up and had
no postoperative complications. His biopsy report showed
chronic cholecystitis.

Conclusion

Mirizi syndrome is a rare condition. It often presents as an
intra-operative surprise with minimal prior symptoms and
no particular findings on routine workup. It is important to
be aware of the altered anatomy that one may encounter
during the performance of laparoscopic cholecystectomy.
Most of the literature recommend the use of open
approach when dealing with Mirizzi syndrome, however,
we were able to achieve a good outcome with careful
meticulous laparoscopic dissection.
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